S
ingultus, or hiccups, is caused by a spasmodic contraction of the diaphragm that produces an inhalation that is abruptly stopped by closure of the glottis. 1 Singultus is classified by the longevity of the episode: episodes lasting less than 48 hours are classified as a "bout," episodes lasting from 48 hours to 1 month are classified as "persistent," and episodes lasting longer than 1 month are classified as "intractable." 2 Although singultus is a common condition, the pathologic process or physiologic purpose is poorly understood. According to Lewis, 3 singultus has been documented dating back to the times of Hippocrates, Celsius, and Galen, who proposed everything from "inflammation of the liver" to "rigors" as the cause of the condition. The current physiologic model proposes a reflex arc with an afferent limb involving the vagus nerve, the phrenic nerve, and the sympathetic chain signaling to an uncertain central mediator and ending with an efferent limb involving the phrenic nerve and accessory connections to the glottis and inspiratory intercostal muscles. 4 Singultus is commonly noted in utero, suggesting that it may be a primitive reflex for programming fetal inspiratory muscles. 3 Persistent singultus can be a sign of serious underlying causes including thoracic neoplasia, asthma, bronchitis, pneumonia, pleuritis, chest trauma, acute myocardial infarction, pericarditis, pulmonary embolism, metabolic derangement, postoperative complication, medication adverse effects, or a psychosomatic disorder. 5 Singultus is a well-known potential postoperative complication with many possible underlying causes, including phrenic nerve stretching during head positioning for intubation, physical irritation from intubation, mechanical ventilation, and gastric distention. Postopertive patients are also at higher risk for the aforementioned causes of persistent singultus, including metabolic derangement, pulmonary embolism, and acute myocardial infarction. 4, 5 We report the case of a patient with postoperative singultus that resolved after osteopathic manipulative treatment (OMT). Our case demonstrates how OMT is an effective treatment option for such patients, particularly when pharmacologic treatment is not preferred. The patient was nervous about trying pharmaceutical intervention to alleviate singultus because he had a negative experience with narcotic pain medications.
Report of Case
Because the results of the imaging studies and laboratory tests had ruled out a cardiopulmonary cause, the patient's singultus was ruled a likely postoperative complication secondary to the intubation and the phrenic nerve block.
On the basis of these findings and the patient's preference to avoid medications, OMT appeared to be the best treatment option. After we explained the mechanical connections as well as risks and benefits of OMT to the patient and his wife, the patient agreed to receive OMT to address his somatic dysfunctions.
The patient could not tolerate lying down, so he was treated sitting upright. His surgical sling was left in place as to not disturb the healing surgical site. His respiratory diaphragm, restricted in excursion on the left and mildly on the right, was addressed using gentle direct myofascial release.
Myofascial release was also applied to the surrounding ribs to help restore normal rib cage motion. Indirect myofascial release was applied to the thoracic inlet to ease restrictions in the first rib, clavicle, thoracic spine, scalene muscles, and sternocleidomastoid. Dysfunction of the cervical spine was treated using balanced ligamentous tension, with particular attention given to the C3-C5 spinal levels, where the phrenic nerve originates. 6, 7 The patient tolerated the procedure well with no apparent complications. During treatment, the patient's singultus rate slowed down tremendously.
At his outpatient follow-up with his primary care physician 2 days later, his singultus had completely resolved.
Discussion
The criterion standard of care for patients with singultus is physical stimulation with Valsalva maneuvers or drinking cold water. If physical stimulation fails, the next step is pharmacologic intervention with chlorpromazine hydrochloride, baclofen, or metoclopramide. 2 If pharmacologic treatment fails, phrenic nerve block under ultrasound guidance may be attempted. 4 However, all of the
